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Brief Clinical ReportsA rare case of Klebsiella pneumoniae myocardial abscessMohammad Abdul-Waheed, MD,a Mian Atif Yousuf, MD,b Eric W. Schneeberger, MD,c
Tehmina Naz, MD, FACC,a Daniel C. Eckert, MD,a Ginger Conway, RN, CNP,a and Tarek Helmy, MD,
FACC,a Cincinnati, OhioMyocardial abscess of the left ventricular free wall in the
absence of infective endocarditis (IE) is very unusual.
Most cases are discovered during autopsies and are due to
Gram-positive cocci.1,2 We present a rare case of Klebsiella
pneumoniae causing myocardial abscess of the left ventric-
ular free wall. The patient had no evidence of valvular endo-
carditis or bacteremia, and the abscess was discovered
during coronary artery bypass grafting surgery (CABG).
CLINICAL SUMMARY
A 58-year-old obese woman with history of diabetes melli-
tus and coronary artery disease presented to the outpatient
clinic with a 2-day history of left-sided chest discomfort and
associated nausea. It was constant and did not change with
posture or inspiration. She denied any shortness of breath,
cough, fevers, chills, or night sweats. Physical exam was un-
remarkable, and a white blood cell count was within normal
limits. An electrocardiogram revealed mild ST elevations in
inferior leads, and she was promptly sent to the cardiac cath-
eterization laboratory where she was found to have triple-ves-
sel coronary disease and was referred for CABG. During the
surgery, attempts at freeing the adherent anterior pericardium
from the left ventricular free wall exposed a 5 3 3–cm myo-
cardial abscess that was 2 mm deep (Figure 1). The abscess ex-
uded frank pus. There was a focal area within the abscess that
was 4 mm deep and was 2.53 1 cm in dimension. The abscess
was located just medial to the first diagonal branch of the left
anterior descending artery. An intraoperative epicardial ultra-
sound revealed a 10-mm-thick ventricular wall with the super-
ficial abscess measuring 4 mm at its deepest point (Figure 2).
Once the pus was completely expressed, the abscess crater and
pericardium were thoroughly irrigated with warm saline.
Gram staining of the pus revealed Gram-negative rods. The
decision was made to proceed with bypassing the coronary ar-
teries that were away from the region of the abscess. The pa-
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graft to the distal right coronary artery. The patient had chest
tubes placed in the left pleural space, pericardial space, and an-
terior mediastinum. The medial sternotomy was then closed in
layers. The patient received intraoperative gentamycin intra-
venously, and a dilute solution of gentamycin was introduced
through the mediastinal chest tube. Her initial postoperative
period was complicated with hypotension from myocardial
dysfunction (echocardiogram showed left ventricular ejection
fraction of 20% and diastolic dysfunction) requiring multiple
vasopressors and associated renal failure requiring continuous
venovenous hemodialysis. Cultures from the abscess grew K
pneumoniae. A transesophageal echocardiogram, white blood
cell nuclear scan, and blood cultures to locate a source of in-
fection were unyielding. The patient could not get a contrast
computed tomography scan secondary to renal failure and
was above the permissible weight limit for a magnetic reso-
nance imaging scan. She was treated with aztreonam and ci-
profloxacin for 6 weeks, and her kidney function gradually
normalized. She was then transferred to a physical rehabilita-
tion facility where she recovered completely and was dis-
charged home in stable condition.
DISCUSSION
Myocardial abscesses are seldom diagnosed in living sub-
jects by noninvasive tests and might occasionally be discoveredFIGURE 1. Intraoperative picture of the left ventricular free wall abscess.
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FIGURE 2. Arrows indicate the abscess in the anterior left ventricular wall
on epicardial echocardiography.
Brief Clinical Reportsduring cardiac surgery or autopsy.3 The reported incidence dur-
ing autopsy ranges between 0.2% and 1.5%.1,2 They usually
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The Journal of Thoracic and Catimes in infarcted myocardium when circulating microorgan-
isms get seeded in the region.4 Our patient, who presented
with chest pain and electrocardiogram changes consistent
with acute coronary syndrome (ACS), was incidentally found
to have K pneumoniae myocardial abscess during CABG.
Maslow et al4 have reported the only other case of myo-
cardial abscess due to K pneumoniae. Their patient had K
pneumoniae urosepsis associated with acute myocardial in-
farction, resulting in myocardial abscess and papillary mus-
cle rupture. The diagnosis was made during surgery for
mitral valve replacement. The patient improved after therapy
with cefotaxime; however, cardiac rupture occurred on post-
operative day 6.
There are no guidelines for treating K pneumoniae infec-
tion involving the heart but a 6-week course of aztreonam
and ciprofloxacin proved effective in our patient. She is still
doing well at the end of 1 year. To the best of our knowledge,
this patient is the only documented survivor of a K pneumo-
niae myocardial free wall abscess. A cardiac computed to-
mography or magnetic resonance imaging scan for patients
with high clinical suspicion of a cardiac infection is
a good test for diagnosing as well as localizing a myocardial
free wall abscess. This might increase the incidence of de-
tecting myocardial abscesses in living subjects, rather than
it being predominantly an autopsy finding.References
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Med Sci. 1984;287:58-60.Sex reversal and hypoplastic left heart syndromeMichael J. Walsh, MD,a Elizabeth T. Walsh, MD,b Yaw Appiagyei-Dankah, MD,b and
Andrew M. Atz, MD,a Charleston, SCThe prognosis of congenital heart disease, especially in its
most complex forms, is complicated when associated with
extracardiac anomalies. Meacham syndrome, or PAGOD
syndrome (pulmonary tract and pulmonary artery hypopla-
sia, agonadism, omphalocele, diaphragmatic defect, and
dextrocardia) is a constellation of genital, cardiac, and pul-
monary malformations that carries a poor prognosis. We re-
port the case of a patient with sex reversal and hypoplastic
left heart syndrome without congenital diaphragmatic hernia
who has survived to Fontan completion and is doing well.rdiovascular Surgery c Volume 139, Number 3 e35
